Aim: To check the legitimacy of the presumption that there are many "neurotic" disorders. Methods: Taxonomic analyzes by single linkage method, unweighted pair-group average and Ward's method, also k-means clustering.
Introduction
Psychopathology of neurotic disorders is based primarily on the description of symptoms and their syndromes, observed in patients. These are the basic "hard" data that determine the diagnosis. The second criterion (not so obvious) is lack of any "material" causes of such disruption in psychological processes, somatic functions and individual's behavior.
The term "neurosis" (Cullen, 1769), originally referring to various diseases (especially of the nervous system) "not having a physiological explanation" was closer to what is currently defined -more broadly -by the term "functional disorders" [1] . In the twentieth century, the classification of neuroses -a not clearly defined concept referring to the most frequent form of these functional disorders -was quite often changed, due, inter alia, to the arbitrary creation of the constructs defining their types and categories. Currently called "disorders" (otherwise analogous to most disturbances of mental processes), neurotic syndromes obtained the status of separate entities, nosological classification units.
The enrichment of knowledge with the hypotheses concerning the circumstances of their formation -the significance of stress, unconscious processes, personality traits and various "defense mechanisms", neurophysiological processes, etc. -lead to multidimensional understanding and formulating the diagnosis. The evident benefits of such approach, however, are in practice limited by the difficulties resulting from the complexity of diagnostic procedures. As a consequence, a simplifying tendency to, for example, recognizing personality disorders instead of neurotic disorders and for reducing the concept of "psychogenesis" exclusively to stress is spreading. In addition, the inclusion in the categorization of disorders some etiopathogenetic factors often compels to face a dilemma: should one recognize, for example, a depressive and mixed anxiety disorder (F 41.2), or an adaptive disorder (F 43.2) 1 . However, in clinical practice, the type of symptoms is still a decisive factor in the medical diagnosis and sustains the belief in the existence of various types of neurotic disorders, treated in classifications as separate categories 2 [2] [3] [4] [5] [6] [7] [8] [9] . Their number continues to increase, among others due to the "medicalization" of common and often temporary dysfunctions, as well as due to the needs of medical statistics.
In practice, classification categories most often serve only as a label used primarily in epidemiological studies and in contacts with insurance institutions, and are not very useful in diagnostics and therapy. The boundaries between these categories are out of cluster, and their descriptions do not usually match the real picture observed in the patient. This often leads to the formulation of diagnoses consisting of the names of different nosographic units (e.g., "anxiety-conversion-obsessive-somatoform disorder in an immature personality"), to recognize an "indefinite" or "other" disorder or to assume the coexistence of several types of these disorders (comorbidity) -a concept that is increasingly being criticized [10] [11] [12] [13] [14] .
The difficulty in matching the symptoms perceived by the patient with any diagnostic category also sometimes leads to the failure to notice or even deliberate omission of some elements of the clinical picture that do not fall within the description of these categories. It seems to be present mainly in research on psychopathology and therapy of functional disorders, generally requiring the formation of groups with identical diagnosis, and is one of the main reasons for the limited validity of research [15] .
Insufficient homogeneity of the studied groups constructed on the basis of DSM or ICD categories is most likely the main cause of the ambiguity of research results (also neuropsychiatric, according to Hyman [14] ), resulting in limited trust in their value and little impact on clinical practice. This leads to considering the validity of the methodology [14] [15] [16] [17] [18] and to undertake further attempts to revise the definitions of That means, being response to stressful, but not extremely difficult life events. Universality of such experiences is one of the reasons of doubts concerning the reduction of the concept of "psychogenesis" exclusively to psychosocial stress. 2 Although "nosographic units" are only descriptions, not deciding about the legitimacy of recognizing the described disturbances of health status as a separate disorder, this in practice inclines (by analogy with other fields of medicine) to treat "disorders" as if they were various types of diseases.
individual categories and assumptions of the classification system [19] [20] [21] [22] [23] [24] . It also encourages the search for common elements of neurotic disorders, e.g., "general neurotic syndrome" [25] [26] [27] [28] [29] . As these "general" and common features of all types of neurotic disorders are often considered depressive and anxiety symptoms (e.g., "cothymia" [25] ), associated with personality dysfunctions.
Thus, on the margins of the mainstream of modern psychopathology of neurosis, the view persists that giving up considering "neurosis" as an independent nosographic unit (and perhaps also etiopathogenetic) is unjustified [30] . This view results from the conviction that the common features of different varieties of neurotic disorders are much more important than what makes them different and that the acceptance of a multitude of neurotic disorders is an artefact resulting from erroneous interpretations of clinical observations.
In the attempt to understand neurotic disorders, statistical procedures, in particular factor analyzes, play a special role [12, 13, 20, 22, 23, 31] . Some of these analyzes, using the term "dimensions", seek to explain psychopathology and identify the hidden factor responsible for its formation. In the first of these -a symptomatic one -particularly strong correlations were found between its elements [32] . They can explain the significant variability of the clinical picture of functional disorders.
Sometimes it takes even a few minutes to replace one symptom with a completely different one, and the persistence of one syndrome over a long period of time is relatively rare. Also, with time, there are significant changes in the type of symptoms -for example, in the place of conversion ("hysterical") syndromes dominating at the turn of the 19 th and 20 th centuries, depression and anxiety syndromes are currently the most common [33, 34] . Since the symptoms of neurotic and other "functional" disorders are not -in contrast to organic illnesses -the external expression of the unfolding disease process, their instability may be a consequence of the variability of "what they reveal".
In search of the experimental foundations that avoid the arbitrariness of conceptual constructs that make up classification systems, it seems useful to study the coexistence of neurotic symptoms with taxonomic analysis methods. It may answer the question whether the dysfunctions (symptoms) occurring in the patients really group in syndromes corresponding to the categories of "disorders", or whether these categories are rather artefacts.
Material and method of research
The research material were the symptom checklists "O" [35] , in which the subjects described the occurrence and severity of 135 ailments and dysfunctions (neurotic symptoms) to which variables (questions) of this questionnaire 3 relate, during the previous seven days. 3 The subjects describe both the incidence and severity of complaints, considering them as slight (assessed to be 4 points, moderate -5 or significant -7 points). The sum of the points creates the total value of the questionnaire -Global Severity Index. The limits of the GSI norm are 200 points for women, 165 for men Three groups were subjected to analysis: (1) pilot -all available questionnaires of patients applying for treatment, (2) basic -questionnaires filled only by patients diagnosed with neurotic disorders and (3) control group. In the pilot studies, the information contained in the database of the Department of Psychotherapy at the Jagiellonian University Medical College, which gathers data about patients from almost 20 years, was used 4 . The research material comprised 4,649 questionnaires, filled out by 3216 women and 1,433 men, who applied for treatment in the years 2000-2016. They were diagnosed with some functional disorders (neurotic and/or personality disorder, also behavioral syndromes), so it was a diverse group differentiated due to the type of disorder. This analysis made it possible to obtain a preliminary orientation in the features of the structure of the coexistence of dysfunctions, which are symptoms of functional disorders.
The group constituting the main subject of the analysis was 288 people, 204 women and 84 men -on average about 30 years old -applying for treatment in the period from September 2014 to December 2017 5 , in which the initial examination identified one of the neurotic disorders. This was considered a criterion for the construction of the test group to ensure at least relative homogeneity. The average value of GSI (Global Severity Index -Pol. OWK) in the female population was 361.0, in men 305.5 points (in the total population 344.8). Only questionnaires were used, in which there was no lack of answers to any question and there was no reason to doubt the reliability of their fulfillment (matching responses in three pairs of identical variables).
The most numerous group were people with the diagnosis of "depressive and mixed anxiety disorder" (F41.2 -about 38%), "other mixed anxiety disorders" (F41. The control group consisted of questionnaires filled in anonymously in the years 2004-2006 by 95 medical students and trainees as well as employees of the Department of Psychotherapy, declaring full physical and mental health. During formation of this group, questionnaires that did not meet the above-mentioned requirement of reliability were omitted, as well as those in which the level of the GSI -in spite of declaration of health -indicate the existence of a neurotic disorder.
Among various procedures for grouping objects (taxonomy), the best way to search for answers to the question about the co-occurrence of neurotic disorders seem to be 4 The database used for the study contained -apart from the record of the questionnaire responses and the "F" diagnostic category -only information on gender and age, maintaining full anonymity of the respondents.
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The choice of questionnaires was limited to patients undertaking treatment over a period of approx. 2 years in order to minimize the impact of changes in the type of symptoms occurring due to socio-cultural conditions. agglomeration techniques, which results in a cluster hierarchy represented in the form of dendrite. This hierarchy results from application of cluster identification algorithm which groups variables with no prior assumptions of the existence of any clusters (e.g., corresponding to various "symptomatic syndromes"). Among the agglomeration methods available in the Statistica 13 package, the single linkage method (closest neighborhood), unweighted pair-group average and the Ward's method were chosen. The latter is particularly recommended when determining relationships between variables with various quality characteristics [38] .
Since clusters are formed on a basis of linkage distance, the latter plays very important role because its value determines both the number of clusters and their contents. As linkage distance grows connections between cluster lower. Determining the number of clusters (and the resulting content of these clusters) requires a decision on the cut-off point, i.e., determining the value (distance) of the node, above which cluster discrimination is unfounded. At the same time, this value determines the number of highlighted clusters. Such a decision is often arbitrary, because mathematical statistics do not give objective criteria to make it unambiguous [37, 38] . "Intuition, experience and substantive knowledge of the examined objects decides". It is recommended, however, to assess the differences in the distance between successive nodes and to make the dendrite division in points where this distance is large [38] . The analysis of agglomeration graphs and auxiliary statistical criteria may be helpful in making such a decision.
Among many of them, the Mojena's criterion was chosen along with its modifications (the cut-off point results from the formula [38] in which the k parameter ranges from 2.75 to 3.5 or -as suggested by Miligan and Cooper -takes the value 1.25); as well as the criterion based on the difference in the distance between successive dendrite nodes (the maximum value of the difference is the cut-off point) and the criterion based on the quotient of the distance between successive nodes (the cut-off point is the maximum value of the quotient) [37, 38] . The disadvantage of the latter is the frequent occurrence of maximum for initial distances, which makes it difficult to make a decision [38] -in the case of such circumstances it seemed to be deliberate not to use this criterion. The accuracy of clustering was checked using the k-means clustering procedure.
The usefulness of various measures of similarity ("metrics") -Euclidean, Chebyshev distance and others -was tested, as well as various methods of hierarchical cluster analysis and grouping of variables. Taxonomic analyzes were carried out repeatedly, among others by comparing results in subgroups of women and men, subgroups of patients with high and minor severity of disorders, taking into account only the occurrence (answers to questions from the checklist were given a value of 0 -"the disorder did not occur" or 1 -"the complaint occurred") or also severity of ailments (values: 4, 5 or 7), etc. Small groups formed by directly adjacent variables were analyzed as well. Some of these analyzes are presented below.
A significant number of the obtained information makes it impossible to describe them in one publication. Therefore, the presentation of the research results was limited to the most important data obtained by one of the methods used, the remaining ones presented only in brief (especially in the case of their compliance).
Results

Pilot study
The results of variable distribution analysis carried out using the Ward's analysisthe cut-off point determined according to Mojena's criterion (distance 2.85) -suggest the existence of two clusters corresponding to the two dendrite arms. In both of them there were present in the nearest neighborhood variables referring to somatic, psychic and behavioral disturbances. The determination of this point based on the maximum value of the distance difference between nodes (6.31) and the maximum value of their quotient (3.21) indicates that all variables form one cluster. Analysis using the single linkage method, with the adoption of the Mojena's criterion (k = 2.75) placing the cut-off point at 0.357, likewise the method of unweighted pair-group average (k = 3.5, cut-off point at 0.499 distance); also the maximum value of the distance difference between nodes of 0.064, indicates the creation of one cluster by all variables 6 [36] .
Basic research
The first series of taxonomic analyzes was carried out to check whether symptom questionnaires of 288 persons with various types of neurotic disorders form clusters corresponding to diagnostic categories ("F" in the ICD-10 classification). Not only the presence of symptoms, but also the assessment of their severity were taken into account, Ward's method was used as well as single linkage method and unweighted pair-group average.
Using the Ward's method (see graph 1), the division of the dendrite into two branches occurred at a distance of 10.95. The right arm is further divided by 5.33, one of its parts is connected by a node at a distance of 3.09. Using the Mojena's criterion, at k = 3.5, a distance smaller than 2.53 should be assumed for the cut-off point. This size (2.3) occurs three places below the first node (that means level of 10.95). This suggests the existence of four clusters, one of which combines the results of 94 people (node at a distance of 2.29), the second 67 people (node 1.19), the third 73 people (node 1.70), and the fourth 54 people (node at a distance of 0.88). However, in none of these alleged clusters did all of persons meet (nor were they a clear majority) with the diagnosis of any specific type of disorder. Neither were in the closest neighborhood the questionnaires of people with identical diagnoses. In addition, the cut-off point resulting from the greatest distance between nodes was 5.62. Unlike using the Mojena's criterion, this leaves all nodes below this distance Graph 1 and suggests that the whole group creates -due to the type of symptoms -only one cluster.
The results of analysis of this group of questionnaires carried out by the single linkage analysis indicate similarly that all individuals constitute one cluster. The largest distance between nodes is 0.60 (for k = 2.75 value less than 0.72 should be assumed for the cut-off point), and the biggest difference between the averages is 0.015 at the last distance. The results of the unweighted pair-group average analysis are analogous: the largest distance between nodes was 0.728 (at k = 3.5 values smaller than 0.736 should be should be assumed for the cut-off point). The largest difference between averages was 0.04 and referred to the last distance. These results also suggest that all people's questionnaires form one cluster, despite of different diagnostic categories.
Subsequent analyzes were aimed at determining the relationship between variables regarding the perception of dysfunctions and the sensations that may indicate the occurrence of neurotic symptoms causing these ailments. The first one concerned only the presence of dysfunctions (not including their severity) in the whole group.
In the presented in graph 27 results of analysis made by the single linkage method (closest neighborhood), using the Mojena's criterion at k = 2.75, a value lower than 0.42 should be assumed for the cut-off point. In this case it is 0.36. The largest difference in the distance between nodes was 0.014, for the last distance. This means that all variables (135) form one cluster. However, the graph suggests that despite the mathematical criteria (considered as decisive) one should take into account the possibility of two or even three clusters, of which one counts 83 variables (from No. 12 to No. 7 The description of variables and their place in cluster is presented in the annex The results of the unweighted pair-group average analysis also indicate the presence of one cluster, containing all 135 variables. The largest distance between nodes is 0.49, with k = 2.75 a value smaller than 0.54 should be assumed for the cut-off point; the maximum distance difference between nodes -0.055 -refers to the last value. However, similar to the results of the single linkage analysis, the graph suggests the possible existence of two clusters (of 44 and 91 variables).
In the Ward's analysis, the division of the dendrite into two branches was found at a distance of 8.62. The right arm of the dendrite is divided further with a node at the distance of 3.59. The largest distance between nodes (8.62) like the next -3.59, is over limits of the Mojena's criterion (at k = 3.5 -3.21). Only the third of the distance -1.34 -is smaller and could be considered as the cut-off point (for k = 1.25 -1.4). This suggests dividing the entire set into three clusters. The first one, in which the variables are connected by a node, with a distance of 1.18, is the whole left arm of the dendrite (34 variables), the other two -with a node distance of 1.33 (74 variables) and 0.54 (27 variables) -result from division of the right arm at the node with a distance of 3.58. The largest difference in the distance between nodes is 5.03, the adoption of such a cut-off point leads to the distinction of two clusters. None of these clusters collect variables referring to only one type of dysfunction, in each of them adjacent variables referring to somatic symptoms, disturbances of experiencing and behavior.
These results were checked by k-means clustering. Assuming the existence of two clusters, sets of 60 and 75 variables were obtained, assuming three clusters -61, 46 and 28 variables. These numbers (as well as the type of variables included in the clusters) are neither consistent with the results of the single linkage, nor with the unweighted pair-group average or the Ward's method analyses.
In the subgroup of 204 women, in the analysis of the single linkage method (not including severity of symptoms) the cut-off occurred at the largest distance -0.35 (smaller than distance 0.42 being the limit for k = 2.75). In the unweighted pair-group average analysis similarly: the largest distance 0.49 was smaller than distance 0.51 (limit for k = 2.75), and the biggest difference (for the last distance) was 0.053. The results of the Ward's analysis: the largest distance of 8.97 and the second -3.64 -were over the cut-off point (for k = 3.5 the limit was 3.29). This suggests the existence of three clusters. The largest difference in the distance between nodes was 5.3 for the last value, and the largest ratio 2.87 for the penultimate one from the distance.
In the 84 men subgroup, the single linkage method showed the greatest distance of 0.33 (at k = 2.75 the limit was 0.38), the largest difference in distance was 0.024 for the last distance. Unweighted pair-group average analysis: the largest distance of 0.51 (the limit 0.57 at k = 3.5), the largest distance difference was 0.076 for the last distance, the largest ratio 1.17 for the last distance. For the Ward's analysis: the largest distance was 9.09, another one 2.86, cut-off point should be -up to the k = 3.5 -under 3.31 -which suggests the existence of two clusters corresponding to the arms of the dendrite. The largest difference in distance was 6.23, the largest quotient of distance 3.18, both of these values refer to the last distance -which suggests that all variables form one cluster.
Analyzes that included severity of symptoms
The results of single linkage method analysis concerning the whole population: the largest distance of 0.55 (for k = 2.75 the cut-off point is 0.67); the largest difference in distance is 0.017. The results of the unweighted pair-group average analysis: the largest distance: 0.7 (for k = 1.25 the cut-off point is 1.42); the largest distance difference 0.067 relates to the last value. This means that all 135 variables should be treated as one cluster. On the other hand, the results of Ward's analysis, in which the dendrite was divided by a distance of 7.63 and subsequent nodes at distances of 2.67 and 2.08 suggest the existence of two clusters corresponding to the arms of the dendrite. However, the size of the maximum difference between nodes (4.93, the last distance) indicates that the entire set of variables should be also considered as one cluster. The results of k-means clustering assuming the existence of two clusters proved to be inconsistent with the results of Ward's method analysis.
Control group
In the grouping analysis of not-neurotic persons due to the similarity of the ailments noted in the questionnaires, carried out by single linkage and unweighted pair-group average methods, the results suggest that the whole control group creates one cluster.
Graph 3
However, the analysis carried out using the Ward's method indicates the possibility of division into two clusters.
Analysis of grouping of variables, carried out using the Ward's method (see graph 3) reveals the division of dendrite into two arms (node distance 1.71), of which the left focuses only 6 variables -numbers 66, 86, 64, 6, 16, 2 -connected by a node distance 0.49.
Right arm is divided into a distance of 0.94 and consists of a part grouping 46 variables connected by a node at a distance of 0.67 and a part connected by a node at a distance of 0.19, in which the remaining variables are located, as well as empty space, not occupied by variables No. 132, 9, 124, 123, 111, 107, 101, 94, 87, 83, 81, 76, 71, 68. 62, 51, 44, 43, 41, 37, 24, 23, 61 , and 8, to which no one answered in the affirmative manner (description of these variables -see annex). The cut-off point determined using the Mojena's method (at k = 2.75) is 0.53, which divides the set into 4 clusters. The largest difference in distance between nodes is 0.77, such a cut-off point suggests, on the contrary, the existence of only one cluster.
Analysis made by the single linkage method suggests the existence of at least 3 clusters (at k = 3.5 cut-off point is 0.324, the distance 0.30 is just the fourth of the greatest). The largest difference in the distance between nodes and the maximum quotient were also located relatively high (the seventh of the largest distances). Results of the unweighted pair-group average analysis: the largest distance between nodes is 0.436 (the last); the biggest distance difference between nodes -0.064 -is only the seventh of the largest distances.
Discussion and conclusions
Responses in the symptom questionnaire are treated in these analyzes as qualitative variables, informing about the absence or occurrence of symptoms and their severity, expressed in the perception of ailments. The results of taxonomic analyzes determining the distances between these variables (the measure of their similarity) are interpreted as information reflecting the frequency of concurrent symptoms.
Such an interpretation has certain limitations, resulting inter alia from the specificity of the tool. Answers to the questionnaire items express a subjective assessment of what indicate (and perhaps suggest) the formulations of variables. They inform about experiencing ailments, which is not tantamount to the presence of dysfunctions (symptoms) that may cause them. In addition, it is not possible to determine whether the patients' responses refer to their current status or to a longer -a week -period of time, indicated in the instructions. Probably the majority of respondents describe primarily the ailments experienced at the time of examination, but this does not mean that the proximity of variables is a direct proof of the coexistence of symptoms.
In spite of these doubts, symptom checklists seem to be a much more reliable source of information than descriptions based on patient relations. They allow avoiding a selective perception or omitting the presence of symptoms, resulting, for example, from the expectations of the examined and examiner, from time constraints that can be devoted to interviewing patients etc. They also allow the analysis of numerous data sets obtained in a comparable manner. Therefore, it seems legitimate to recognize the results of these analyzes as information, indicating at least a significant probability of the coexistence of dysfunctions considered as symptoms of neurotic disorders.
The choice of research methodology -taxonomic analyzes -may also give rise to various doubts. Their limitation is the dependence of the results on the assumptions of the calculation procedure and the difficulty of assessing which method is adequate to the subject of the research, as well as the relative freedom in choosing the method of choosing the cut-off points that determine the conclusions.
Difficulties were created, for example, by the interpretation of the results of analyzes using the Ward's method, considered to be particularly reliable in case of determining relationships between variables of various qualitative characteristics (and such are the symptoms of functional disorders). Conclusions resulting from the application of different ways to determine the cut-off point proved to be contradictory. For example, determining the cut-off points acc. to Mojena's criteria and the distance quotient indicate the existence of several clusters (three or at least two, corresponding to the two arms of the dendrite) 8 -while the criterion of the greatest difference of distance between nodes indicates the existence of only one cluster. As it seems, such discrepancies are less frequent in the case of calculations carried out with other methods.
In spite of these difficulties in interpreting the results, taxonomic analyzes seem to be the best available tools for seeking answers to the question about the validity of the belief that there are many different neurotic disorders 9 . Undoubtedly, the main criterion for the accuracy of the description of the examined reality should always be the consistency of results obtained in many studies using different methods. So, the conclusions from the presented research are based on the confirmation of such compliance in the majority of analyzes carried out.
The results of taxonomic analyzes, irrespective of the type of agglomeration method chosen and methods of determining cut-off points, regardless of taking into account only the presence or also severity of ailments, both in the entire population as well as in subgroups of women and men, people with significant or low severity of symptoms, etc. indicate that all variables create one cluster. Although in the results of analyzes carried out with the methods of single linkage and unweighted pair-group average, traces of division into smaller cluster can also be found, but this has not been confirmed by mathematical criteria. Among other, the probability of several clusters existence also those suggested by the results of Ward's calculations, has not been confirmed by the k-means grouping procedure checking them 10 . Most probably, all dysfunctions that have the character of functional symptoms (at least those to which the questionnaire variables relate) are strongly correlated with each other and constitute elements of one set ("neurotic syndrome"). This is consistent with other observations -e.g., strong correlations between elements of the "symptomatic dimension" of these disorders [32 and others] . In the results of taxonomic analyzes, this is expressed by the emergence of one cluster, grouping all variables. The places of particular variables in this cluster and their vicinity with other variables change depending on the specifics of the research material (e.g., the size of the studied group, taking into account only the presence of symptom or also its severity, etc.).
However, the relative repeatability of the immediate neighborhood of some variables was observed, creating more strongly related groupings located in different parts of the cluster. . This requires a verification in subsequent studies. Perhaps noticing such connections and omitting that they are elements of a larger whole, contributes to the illusion of a variety of syndromes and the multiplicity of various functional dis- 9 The use of factor analyzes in which the grouping of variables depends on the degree of loading with hidden, hypothetical "factors", sometimes a lot of a similar intensity, has been abandoned. It seems that such analyzes are more adequate in the study of etiopathogenetic conditions or, for example, the hierarchy of connections between variables [19, 20] , than in determining the composition of a set of variables 10 The possibility of existence of such clusters, however, requires verification in subsequent studies. orders. It can also explain the source of the hypothesis on the depressive and anxious nucleus of neurotic disorders [26] [27] [28] [29] .
In the interpretation of the results of taxonomic analyzes, it should be taken into account that they are based on descriptions of ailments made by many people. Cluster, created by all variables, is rather a general set of potentially possible dysfunctions. This does not mean the simultaneous occurrence in each of the subjects of all the symptoms to which the variables relate. However, it turns out that in the majority of patients forming the studied population, neurotic symptoms appear in the context of many other dysfunctions belonging to this general set.
As shown by pilot studies, most of the analyzes carried out indicates the formation by all of the variables of one cluster. It is very likely that regardless of the type of functional disorder -neurotic, personality, behavioral, etc. -the symptoms to which relate the variables of the questionnaire form one syndrome. Of course, this does not exclude differences resulting from the presence of dysfunctions, not covered by the items of the questionnaire. The answer to the question about the structure of the occurrence of such symptoms, and consequently the differences between these disorders, requires separate research.
The results of analyzes aimed at the search for relationships between the diagnosis of neurotic disorder formulated in terms of ICD-10 and the set of symptoms (in the main part of the study), confirm the validity of the belief that diagnostic categories are not very accurate. Two of the calculation procedures used: the single linkage method and the unweighted pair-group average method indicated that despite of a variety of diagnoses, the whole patient population creates one cluster. The same conclusion arises from the Ward's method analysis when adopting the maximum difference in distance between nodes. Although the use of the Mojena's criterion suggests the existence of four clusters, either of them, however, collected people with the same diagnosis. The search for possible differences, not related to the type of symptoms, between patients forming these clusters requires separate research.
Questionnaires of persons forming the control group despite significant differences in the number of reported dysfunctions in the results of most analyzes create one cluster, similarly to the population of patients, while the results of taxonomic analyzes concerning the coexistence of variables are very different from the results of patient population questionnaires. All agglomeration methods and methods for determining the cut-off points indicate a multiplicity of small clusters. The results of Ward's analysis distinguished the cluster of six variables that relate to tension and anxiety, sadness, feelings of tiredness and concentration difficulties. The absence of statements about the occurrence of complaints to which 24 variables refer (see annex) may indicate that some of the functional symptoms are especially rare in people who do not have neurotic disorders.
The results may be an argument for the qualitative difference of dysfunctions occurring in various situations in healthy people, from symptoms of the neurotic syndrome. However, the analyzes carried out have a limited value (among other things due to the insufficient size of the studied group) and require verification in further studies.
Perhaps functional dysfunctions that are neurotic symptoms get specific quality becoming elements of a structured syndrome that has the character of a health disorder. There are many indications that the neurotic syndrome has features of dynamic structure [39] , as for instance the phenomenon of the exchange of elements (symptoms). The dynamics of this structure are probably stimulated by feedback -both interactions within mental processes (including cause-and-effect relations between their particular elements 12 ) as well as feedback related to environmental reactions 13 . In its formation, which can occur at any time in the life of an individual, and in its sustaining, a significant personality dysfunction play an important part [14, [41] [42] [43] .
The functional symptoms embedded in the context of such a structure are most likely to convey (mainly non-verbally) some information 14 , perhaps most (but not exclusively) related to the unconscious experiences. The type of symptoms probably depends on the content of psychic experiences, and these on various circumstances, perhaps mainly socio-cultural. This would explain both fluctuations in the clinical picture of syndromes occurring in individual patients as well as changes observed over many years.
The adoption of such a dynamically structured syndrome means giving a new sense to the concept of "psychogenesis", and also leads to a change in the criteria that determine the diagnosis of a neurotic disorder. The basic criterion is to notice the coexistence of many different dysfunctions linked by a dynamic structure, not some kind of specific dysfunction.
The neurotic syndrome in the proposed sense is not identical to the "general neurotic syndrome" [43] and is inconsistent with the attribution of the primary importance to the emotional aspects of neurotic disorders, as well as the concept of "axial symptoms" -e.g., the special role of anxiety or vegetative disorders [40 and others] . As it results from the presented research, symptoms of this kind do not occupy any distinguished place in the set of dysfunctions occurring in patients.
The assumption that all neurotic symptoms are equivalent elements of the structured whole makes it possible to give up the hypothesis of coexistence in one patient of several different functional disorders ("comorbidity"). It also leads to undermining the belief about the existence of a continuum, about the blurring of the border between the neurosis and "psychophysiological" dysfunctions and problems of healthy people [44] . But first and foremost, the basic conclusion from the taxonomic analyzes presented here, indicating that all neurotic symptoms 15 create in fact one syndrome, whose various fragments temporarily appear depending on the current experiences and the circumstances that trigger them (especially those of feedback character), is an argument against distinguishing many different types of neurotic disorders. 12 Causing, for example, the formation of hypochondriac symptoms as a consequence of ailments caused by functional somatic dysfunctions. 13 This hypothesis refers to the concept of information metabolism, formulated by A. Kępiński [40] . 14 The symbolic function of neurotic symptoms speaks for the legitimacy of treating them as "signifiers". 15 And at least those of them to which refer the symptom checklist "O" variables.
If these results are confirmed in further studies, they can be an experimental basis for changing the way of categorizing and classifying functional disorders, introducing order to the knowledge about these disorders and increasing the effectiveness of therapeutic interactions.
